Geriatric patients-above 65 years of age-were studied in this group. Most of these patients have a higher incidence of co-morbidities like diabetes mellitus, coronary artery disease, cerebrovascular accidents and respiratory disorders. (4) Their physiological reserve is low. They have decreased cardio pulmonary reserve and usually suffer from COPD, atherosclerosis, and impaired nutrition. The skin shows signs of aging as evidenced by thinning of dermis & atrophy of skin appendages. The lean body mass is decreased.
Burn care in the geriatric patients: (5) Geriatric patients sustain burns, which may be accidental or intentional. Burns may be due to flame, scalds, electricity or chemicals. Usual protocol is to resuscitate the burn victim by following modified Parkland formula of 3 ml/percentage of Burn Surface Area/ kg body weight. In the geriatric age group, fluid requirement has to be titrated according to burn depth, inhalation injury, and cardiac or renal parameters. These patients may require ventilator support as their pulmonary reserve is low and they are more prone to fatigue. The reduced lean body mass results in decreased body protein level. This leads to immune suppression, organ dysfunction and impaired wound healing. Geriatric patients have hyper metabolic response which can persist from 9 to 12 months, leading to increased protein catabolism, increased daily protein and nutritional requirements. (3) Nutritional supplementation with protein hydrolysate, peptide and amino acids can ease gut absorption of proteins, as opposed to whole proteins.
Infection of the burn wound and infection of respiratory or urinary system has to be dealt with aggressive use of appropriate antibiotics, taking into consideration the renal and hepatic status of the patient. To control pneumonitis, chest physiotherapy and bronchodilators are required. Postural drainage can help in bringing out sputum.
Burn wounds are deeper in geriatric patients due to the nature of their skin. Their skin is thin with decreased vascularity, reduced collagen and cellularity. Burn wounds are managed with dressings, collagen or skin grafts. Early skin cover by skin grafts gives a better outcome.
Team Approach: The burn team involved in managing geriatric patient consists of intensivist, nephrologist, cardiologist, neurologist, urologist, psychiatrist, physiotherapist, nursing personnel and counselor.
Observation: Geriatric burn constitutes to about 6% of admissions in the burn unit. Among the 1742 inpatients, there were 104 geriatric patients.
There was a female preponderance, as 67 patients were female and 37 were male. 
TOTAL -69 CASES (104)
There was a higher distribution of patients in 65 to 70 years (61 patients). 71 to 75 year age group had 16 patients and 75 to 80 years group had 20 patients and more than 81 years group had only 7 patients.
Most burn patients in the geriatric age group had higher Burn Surface Area of burns. Less than 10 % Burn Surface Area burn was seen in only 5 patients. 11 to 20% Burn Surface Area in 10 patients, 21 to 30% Burn Surface Area in 15 patients, 31 to 40% Burn Surface Area in 9 patients, 41 to 50% 18 patients, 51 to 60% in 12 patients, 61 to 70% in 8 patients, 71 to 80% in 22 patients and more than 80% Burn Surface Area burn in 5 patients.
According to the history, most burns were accidental. 85 patients had given history of accident and 19 were self-inflicted. Flame burn predominated as the etiology, with 87 patients in this group, 14 patients had scalds, 2 patients sustained electrical burn and 1 had burn due to chemical contact.
Outcome of the geriatric burn victims showed high incidence of mortality (2) (6) .
69 geriatric patients in this study died and 66% mortality was observed. Mortality increased with increase in the percentage burn area involved. There were 3 deaths in less than 10% Burn Surface Area. It was noted that death in the lower Burn Surface Area percentage group was due to associated co-morbidities.
Conclusion:
Our study showed that the incidence of geriatric burn was higher in females. Flame burns due to accidents were more common and mortality was 66% due to associated co morbid conditions. Finally a note of concern is that these patients do not voice whether they were abused, as they fear reprisal from the caretakers/relatives, on whom they are dependent.
